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Preparation and/or, execution of this plan o
correction does not constitute an
admission or agreement by the provider to
the truth of the facts alleged or conclusion
set forth in the statement of deficiencies.
This plan of correction is prepared and/or
executed because it is required by the
provisions of Health and Safety Code,
Section 1250, and Title 42, Code of
Federal Regulations (CFR) 405.1907.

The following refiects the findings of the
California Department of Public Health during the
annual RECERTIFICATION SURVEY.

Representing the Department of Public Health:
Adrian Long HEEN, Ann Fitzgerald HFEN,

George Ely HFEN, Paula Reichmuth HFEN,
Carol Devita HFEN, Candice Bergseth HFEN

This pian of correction constitutes our
and Bernadette Brown HFEN. - ' - written credible allegation of compliance
ienci d.
The census on entry to the facility was 351 fo: r t@ ? ﬁc'?rlls;z:lgme
residents. :

The survey sample included 30 sampled
) residents and 2 non-sampled residents.

F 156 | 483.10(b)(5) - (10), 483.10(b){1) NOTICE OF F 156 F 156 Plan of Correction: ‘The facility wil

sssg | RIGHTS AND SERVICES : ensure the correct address of the State
- survey/certification and licensure office, is

The facility must inform the resident both orally updated and posted where if's easily
and in writing in a language that the resident visible on all resident occupied units.
understands of his or her rights and all rules and |
regulations governing resident conduct and The Quality Assurance office updated the

| responsibilities during the stay in the facility. The notice of rights and services, Patient
facility must also provide the resident with the Advocacy Information, on March 3, 2009.
notice (if any) of the State developed under - The form was enlarged and printed on
§1915(e}(6) of the Act. Such notification must be legal size paper. The information was
made prior to or upon admission and during the posted in all occupied licensed care wards
resident's stay. Receipt of such information, and - on bulletin boards near or at the nursing
any amendments to it, must be acknowledged in stations at a level where residents who are
writing. wheelchair bound couid read the

- information.
The facility must inform each resident who is
entitled to Medicaid benefits, in writing, at the Standards Compliance will coordinate with
time of admission to the nursing facility or, when Nursing Services to establish a standard

: the resident becomes eligible for Medicaid of the for posting patient related information in
items and services that are included in nursing occupied licensed care areas.

facility services under the State plan and for

ABORATORY DIRECT! RS T—ZWJSUPPL[ER REF’RESENTATNE S SIGNATURE TITLE (X6} DATE
| frhon Mm [ookere B Vif

Ay deﬂc:]ency staternent ending with usterlsk (*) denotes a deficiency which the mstntutlor(aﬁxay be excused from- -corrécting providing it is determined that
other safeguards provide sufficient protgetion to the patients. (See instructions.) Except for nursing homes, the findings stated abové are disclosable;90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
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. Continued from page 1:
which the resident may not be charged; those L ]
other items and services that the facility offers Finding 1. An updated Patient Advocacy
and for which the resident may be charged, and Information notice was posted in the
the amount of charges for those services; and Eisenhower Unit at a level where residents
inform each resident when changes are made to who are wheelchair bound could read the
the items and services specified in paragraphs information.
(5)i)A) and (B) of this section.

: : Finding 2. An updated Patient Advocacy
The facility must inform each resident before, or - Information notice was posted on Unit 2B
at the time of admission, and periodically during at a level where residents who are
the resident's stay, of services available in the wheelchair bound could read the
facility and of charges for those services, information.
including any charges for services not covered
under Medicare or by the facility's per diem rate. Finding 3. An updated Patient Advocacy

information notice was posted on Ward 7
The facility must furnish a written description of at a level where residents who are
legal rights which includes: wheelchair bound could read the ;
A description of the manner of protecting information.
personal funds, under paragraph (c) of this Licensed staff will be notified of the
section; updates and the need to remain posted at
an appropriate level.

A description of the requirements and
procedures for establishing eligibility for Finding 4. An updated Patient Advocacy
Medicaid, including the right to request an Information notice was posted on Units 1B
assessment under section 1924(c) which and 1C at a level where residents who are
determines the extent of a couple's non-exempt wheelchair bound could read the -
resources at the time of institutionalization and information. Ward 1D was recently closed
attributes to the community spouse an equitable and the beds put into suspense. -
share of resources which cannot be considered Responsible: Standards Compliance
available for payment toward the cost of the Coordinator .
institutionalized spouse’s medical care in his or Monitor: Nursing Service and Standards
her process of spending down to Medicaid 1 Compliance will monitor standardized
eligibility levels. postings in designated areas quarterly. _ 4/04/08
A posting of names, addresses, and telephone
numbers of all pertinent State client advocacy
groups such as the State survey and certification
agency, the State licensure office, the State
ombudsman program, the protection and
advocacy network, and the Medicaid fraud
control unit; and a statement that the resident
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may file a complaint with the State survey and
certification agency concerning resident abuse,
neglect, and misappropriation of resident
property in the facility, and non-compliance with
the advance direciives requirements.

The facility must comply with the requirements
specified in subpart | of part 489 of this chapter
related to maintaining written policies and
procedures regarding advance directives, These
requirements include provisions to inform and
provide written information to all adult residents
concerning the right to accept or refuse medical
or surgical treatment and, at the individual's
option, formulate an advance directive. This
includes a written description of the facility's
policies fo implement advance directives and
applicable State law.

The facility must inform each resident of the
name, specialty, and way of contacting the
physician responsible for his or her care.

The facility must prominently display in the facility
writien information, and provide to residents and
applicants for admission oral and written
information about how to apply for and use
Medicare and Medicaid benefits, and how fo
receive refunds for previous payments covered
by such benefits. ,

This Requirement is not met as evidenced by:
Based on observation, staff interview and
document review, the facility failed to consistently
post the correct address of the State survey and

_cerification, and licensure office, easily visible,

on all resident units. The facility failure to do so
created the potential for resident's inability o file
a compiaint with the State agency.
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F 156 | Continued From Page 3
Findings:

1. During the initial tour of the Eisenhower Unit
on 3/2/09 at 10 .a.m., observation of required
posting revealed that the posting was not
prominently displayed at a level where those
residents who are wheelchair bound, would be
able to read the information.

2. During the dining observation on Unit 2B on
3/2/09 at 12:30 p.m., observation of the required
posting revealed the incorrect address of the
local State survey, certification, and licensure
office. -

3. On 3/4/09 at 10:30 a.m., observation of the..
Ward 7 required posting revealed that the
address was incorrect as to the state agency
residents were to contact when they wish to
make a complaint about the facility. During an
interview on 3/4/09 at 11 a.m., licensed Staff F
was unaware that address posted for the state
agency was incorrect.

4, On 3/4/09 at 3:00 p.m., during & tour of
residences 1B, 1C and 1D with licensed Staff J,
observation revealed that the required posting
was not prominently displayed at a level where
those residents who are wheelchair bound,
would be able fo read the information.

F 241| 483,15(a)} DIGNITY
S5=D
The facility must promote care for residents ina
manner and in an environment that maintains or
enhances each resident's dignity and respect in
full recognition of his or her individuality.

This Requirement is not met as evidenced by:

F 156

F 241

F 241 Plan of Correction: The facility will
ensure that residents are treated with
dignity and respect.
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F 241} Continued From Page 4 F 241 Continued from page 4:
Based on random observation and staff Staff Member A was removed from
interview, the facility failed to ensure that one resident contact during the investigation
non-sampled resident was treated with dignity after the observation by the surveyor was
and respect (Resident 31). The facility failure to reported, Staff Member A received verbal
promote care for a resident in a manner that and written counseling regarding her
- maintains his individuality, created the potential disrespectful interaction with Resident 31.
for Resident 31's loss of self-worth. She also received a confidential action
Findings: related to progressive discipline. Resident
On 3/2/09 at 9 a.m. dunng a tour of residence 31's care plan was updated on 3/2/09 to
2D with licensed staff D, licensed Staff A and clarify how best to communicate with him.
Resident 31 were observed in the hallway The SRN met with Resident 31 to ensure
directly in front of the nursing station. he was not harmed by the incident.
Licensed Staff A stated loudly to Resident 31, " Staff Member A is being closely monitored
Go lay on your bed. She'll be there in minutes.” by the SRN. The SNII will receive weekly
During an interview with licensed Staff A on reports from the SRN. Five Residents on
3/2/09 at 10 a.m., Staff A stated the resident was 2D will be interviewed by the SRN weekly
: difficult and responded only to short simple for one month about how they feel about
; commands. their treatment by staff. Residents will be
Following the observation of the verbal interviewed periodically after that month. If
interaction, licensed staff D verbally - any problems are identified through
acknowledged licensed Staff A's negative observations or interviews of staff and
interchange with Resident 31 and stated the residents, Staff Member A will be removed
situation would be handled. from resident contact and adverse action ‘
A review of Resident 31's care plans revealed an will be requested.
update on 3/2/09 fo give brief, simple, concrete House-wide in-service will be prowded to
specific explanations when lnstructmg the staff on all three shifts discussing that any
resident. interaction with residents that are
disrespectful or undignified in anyway will
F 26| 483.15(e)(1) ACCOMMODATION OF NEEDS | F 24 ey ool o e Profosen T b0
* | Aresident has the right to reside and receive gggggﬁgﬁ?ms?;:;gﬁ%dﬁSlt-: eP':Jhcy.
services in thg facility w_ith reasonable Monitor: A ny.negative findings will be
accommodations of individual needs and reportad through our Long Term Care
preferences, except when the health or safety of Quality Improvement Committee for
the individual or other residents would be y Improvem
corrective actlon 04/23/09

endangered.

This Requirement is not met as evidenced by:

F 246 Plan of Correction: The facility will
ensure residents individual needs are met
in a timely manner.
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F 246 | Continued From Page 5 F 246 Continued from page 5:
Based on random observation and resident Resident 31 was moved to Unit 1C at his
interview, the facility failed to accomodate one request. Resident 37's care plan was
non-sampled resident (Resident 31), with his updated and reflects the resident’s request
indwelling urinary cather drainage bag in a timely for a leg bag including the fimes when it is
manner, so that the resident could attend a to be used. An addition was made fo
planned activity. ‘Resident 31's IJ\D!T sheet that requires the
resident to wear his leg bag when he
Findings: leaves the unit for activities in the a.m. and
Observations of Resident 31 on 3/2/09 at § a.m., it is to be removed at HS and connected to
and 3/3/08 at 8:30 a.m., revealed him sitting on . |a catheter bag. The ADL record will
an electric scooter with his indwelling urinary document that the leg bag is changed per
catheter drainage bag laying on the flat foot rest his care plan.
area. '
During interview on 3/3/09 at 8:30 a.m., Resident Each SRN will review each resident on
31 stated that he attends "calisthenics" every: their units who use Foley catheters to
morning and would not be allowed tc enter the ensure that their catheter bags are
gym until.the drainage bag was "tied up on.a leg covered or hidden when they are up and /
bag." He further said that he had problems with about including when they leave the unit.
staff assisting him with his indwelling urinary . . .
catheter drainage bag "everyday without The SRN on 1C will nofify the staff on all
exception." ' three shifts of the requirements for
Resident 31's leg bag.
: : The unit SRN will monitor that the resident
F 253} 483.15(h)(2) HOUSEKEEPING/MAINTENANCE | F 253 is receiving his leg bag in the morning
55=D " . . before he leaves the unit. =~
Thg facility must grovtde housekeepmg_an_cg | Responsible: Supervising Registered
malptenance services necessary {o maintain a Nurse
sanitary, orderly, and comfortable interior. Monitor: Any pattern of negative findings
will be reported through our Long Term
This Requirement is not met as evidenced by: Sc?rrrz ggzlg}ét[i?rs rovement Commlttee. for 04/23/09
Based on observation and staff interview, the
facility failed to ensure a sanitary environment
was provided on Units 1B and.1D. Resident care F 253 Plan of Correction: The facility wil
equfment was not ConSiSfenﬂy iab8|8d 'and ensure a Sanitary environment fs provided
praperly sfored to prevent cross contamination, to residents.
dirty laundry was cbserved on the floor of one
room, and the floors of two rooms were noted to
be dirty and appeared unsanitary.
Findings:
ORM CMS-2567(02-99) Previous Versions Obsofete o211 P1sD11 If continuation sheel 6 of 20
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During the initial tour of Units 1B and 1D on
3/2/09 at 10 a.m., observations revealed the
following:

1. Previously used towels were cbserved on the
floor of the room on Unit 1B, Room 1, and an
unlabeled bedpan was observed in the shared
bathroom of that room.

2. An unlabeled urinal was observed on the bed
rait of Unit 1B, Room 00 bed A.

3. An unlabeled electric hair trimmer was
observed in the bathroom of Unit 1D, Room 4.

4. The floor of Unit 1D, Room 3 was noted io:be
dirty throughout the entire room.

5. The fioor of Unit 1D, Room 6, was observed to
have deep yellowish stains throughout the room,
and was noted to create a tacky sound as the

'| soles of the shoes of the surveyor and nurse

walked into the room. Also, the curtains of that

-room were not attached to the curtain rod.

6. Three unlabeled used toothbrushes were
observed in a cup sitting on the shelf above of
the sink on Unit 1D, Room 18. This room is
shared by two residents.

Licensed Staff J was present during the tour and
simultaneously wiinessed the observations.
During concurrent interview, Staff J was unabie
to identify which residents the unlabeled personat
care ifems belonged to, and agreed that Rooms
3 and 6, on Unit 1D, were unkempt and required
housekeeping and/or maintenance services.
Staff J also stated that requests had been made
to have the falling curtains repaired in Room 8.

'| wait to avoid further disruption:

Continued from page 6:

Finding 1. On 1B, towels were removed
from the floor. The unlabeled bedpan was
disposed of. A new bed pan was labeled
and provided to the resident.

Findings 2, 3 and 6. On 1B and 1C, the -
unlabeled urinal and toothbrushes were
disposed of. New items were issued and
labeled. The electric hair trimmer was
labeled.

Finding 4. The fioor in Room 3 on Unit 10
was machine scrubbed on the affernoon of
3/2/09 (during survey} to immediataly
correct the soiled floor. ,

Finding 5. The floor in Room 6 on Unit 1D
was machine scrubbed on the afternoon of
3/2/08 (during survey) to immediately
correct the soiled fibor.

Unit 1D is now closed. All curtains and
cubicies were taken down'to launder.
Sanitation is in the process of stripping and|
re-finishing the entire ward.

Sanitation conducts monthly inspections of
all areas. Floors that are in need of
strip/wax are identified on inspection
reports. Because these residents were
scheduled to -move, Sanitation chose to

All resident’s personal items on 1B and 1D
were checked to ensure they were labeled
properly. SRNs are to observe during their
monthly rounds that the resident's
personal care products are labeled with
the residents name to ensure corrections
are made immediately. The rounds will be
documented on the Quality of Care/Quality
of Life Rounds Shaet which includes
review of personal care items.
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F 258 | Continued From Page 7 1 F 258 Continued from page 7:
' ' -wide training for all 3 shifts will be
F 258 | 483.15(h)(7) ENVIRONMENT- SOUND LEVELS | F 258 ;%L\',?;ed ihrough nursing education (o the
55=0 . . . nursing staff on the importance of labeling
The facility must provide for the maintenance of the resident's personal care products to
comfortable sound levels. decrease the possibility of spreading a
potentially infectious microorganism.
The training will include that nurses and
. . . . aides will observe personal items when
This Requirement is not met as evidenced by: doing their rounds to ensure they are
Based on observation and staff interviews, the labeled with the resident's name and that
facility failed to ensure the maintenance of towels are not to be put on the floors. If
comfortable sound levels when residerits were floors are dirty, they are to report the
subjected to maintenance work beneath Ward 7 observation fo the SRNs who will notify
and a noisy nursing station (1 North). The facility Sanitation. If curtains are not attached
failure to notify residents of the scheduled ‘ properly to the rods, the SRN will report
maintenance and noise at the nursing station, this to Plant Operations to be repaired.
created the potential for confusion and Responsible: Supervising Registered i'
distraction in their normal regime. Nurse
o 'Monitor: The SRNs will report the findings
Findings: of the Quality of Care/Quality of Life
Rounds form to the Long Term Care
1. On 3/3/09 at 10:45 a.m. an extremely loud Quality improvement Committee on a
noise that sounded like a jack hammer in the monthly basis. The SRNs will discuss
hallway on Ward 7. Staff and residents were concerns they are finding and will use the
surprised and had no idea of the source of the committee to seek solutions in helping the
noise. None of the staff or residents had been facility to ensure a "sanitary environment”
informed of an impending disruption. During an is provided for our residents. These
interview one staff stated it had happened the concerns and solutions will be monitored |
week before as well. through the QA Nursing Office. 04/23/09
The licensed staff fater found out that the source F 258 Plan of Correction: The facility will
of the noise was a project below Ward 7 in which ensure that staff and residents are notified
the plant operations department used a when scheduled maintenance may affect
Roto-hammer while installing brackets on the comfortable sound levels on the units.
ceiling below. ' .
_ . . inding 1. Plant Operations staff will
During an iriterview on 3/4/09 at 9:45 a.m, ;Ifr:)rm gvard staff if%hey are going to make
licensed staff F stated that plant operations 04/04/09

usually does inform staff prior to potentially
nmsyfdasruptlve work. However there was no
prior notification of this disruption that was found.

noise that may disturb the patients.
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g Continued from page 8:
Finding 2. The NOC shift Supervising
o Registered Nurse met with the night shift
2. During a confidential resident interview on staff on tNorth to discuss nglie tl)eveis on
3/04/09 at 3:15 p.m., a resident on 1 North stated the unit. Staff was reminded to e
that the nursing station area is very noisy and respectiul of residents who are sleeping
that staff can be heard talking ioudly among and fo keep their voices dawn.
themselves during the night shift. The | North SRN will interview random
_ residents on 1 North to determine whether
. ‘ there is any continuing problem with noise
F 278| 483.20(g) - (j) RESIDENT ASSESSMENT F 278 on NOG shift,
§3=D : The SNils will make unannounced visits
The assessment must accurately reflect the periodically on night shift on all licénsed
resident's gtatus. units. If any problems are observed, the
. SNIilIs will provide immediate feedback to
A registered nurse must conduct or coordinate the staff members involved.
each assessment with the appropriate The NOC shift SRNs have been instructed
participation of health professionals. to increase their unannounced nightly
} visits during differeni times of the evening
A registered nurse must sign and certify that the to ensure that the staff is keeping their
assessment is completed voices down.
C o , Responsible; Supervising Registered
Each individual who completes a portion of the Nurse/SNlls
assessment must sign and certify the accuracy Monitor: Any pattern of negative findings
of that portion of the assessment. will be reported through our Long Term
Care Quality Improvement Committee for
Under Medicare and Medlcald, an individual who corrective ayc’:tiors 04/23109

individual to certify a material and false

each assessment,

material and false statement.

willfully and knowingly certifies a material and
false statement in a resident assessment is
subject to a civilmoney penalty of not more than
$1.000 for each assessment; or an individual
who willfully and knowingly causes ancther

statement in a resident assessment is subject to
a civil money penalty of not more than $5,000 for

Clinical disagreement does not constitute a

This Requirement is not met as evidenced by:

F 278 Plan of Correction: The facility will
ensure that resident assessments are
accurate.

An annual assessment was completed on
3/16/09 for Resident #12. An assessment
of the resident’'s memory status reflects no
memory problem. The resident's care plar
has been revised {o reflect this,

A neuro psych evaluation has been
ordered by the physician to assess the
resident’s abiiity to drive a motor vehicle.
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Based on observation, staff interview, and record Ir-'\;is;c‘f:; :;saics:fas:ymegtscvovrﬂrle%; on
review, the facility failed to ensure that resident ' Requ ast Form will be submitted for any
assessments were accurate in 1 of 30 sampled inaccuracies identified.
residents (Resident 12), when the Minimumn Data
aig(\xgiggzzﬁigfgggr short term memory For any resident residing in certified areas
that drive a motor vehicle, this issue will be
Findings: assessed and reviewed quarterly during
' the IDT. If any concerns are identified,
During an interview on 3/3/08 at 9 a.m., Resident appropriate eyaluathns W'". be requested.
12 indicated that she was not able to be A Qemal .Of. Rtghts wil ‘be given to the .
discharged to independent living due to her short resident, if it 's determined that he/she is
term memory deficit. The resident's pian of care not safe to drive.
indicated a problem of short term memory loss, . . .
impaired memory, poor safety awareness and Resident assessments will be reviewed at
poor judgement. The resident's most recent least quarterly during the Interdisciplinary
MDS dated 12/21/08, indicated no memory Team Conference for accuracy. These {
problem. assessments will be conducted and
completed in accordance with the Resident
During an interview on 3/3/09 at 9;30 a.m., Assessment Instrument guidelines.
licensed Staff H stated that the resident was The SRNs will be in-serviced by the SNils
currently not on'the unit, and that she may have of the requirement that any resident who
| driven to the bank. The staff stated that the drives motor vehicles will have this issue
resident is very independent and even drove reviewed during the IDT process.
herself to a destination approximately 80 miles Responsible: Supervising Registered
away, a few months ago. Nurse _ o
' Monitor: Any pattern of negative findings -
-Review of Resident 12's plan of care, reflected will be reported through our Long Term
no assessment of her driving ability. Care Quality Improvement Committee for -
corrective action. 04/23/08
F 279| 483.20(d), 483.20(k)(1) COMPREHENSIVE F 279 _ |F 279 Plan of Correction: A
§8=D | CARE PLANS comprehensive plan of care with -
A facility must use the results of the assessment ﬁzzf:rra;;?d::{.e;m’:dsig[" girgﬁ}\;e'?ﬁ:ﬁtat?
to develop, review and revise the resident's and psychosocial needs b '
comprehensive plan of care. '
The facility must develop a comprehensive care
plan for each resident that includes measurable
objectives and timetables to meet a resident's
ORIVI CMS5 2567(02 -99) F’rewous Versmﬂsbbso[ete  ozies T T
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Continued from page 10:
Finding 1. On 3/17/09, an IDT was held

medical, nursing, and mental and psychosocial with Resident #12. This was followed by a

needs that are identified in the comprehensive

discussion with the resident and the

assessment. Supervising Registered Nurse on 3/23/09.
The care plan must describe the services that . g;c:;?;?l gﬁ?&i@%ﬁiﬁ?iﬂiﬁr?@
- are to be furnished to attain or maintain the dential care Baée d on this

resident's highest practicable physical, mental, _re? entiat C R - dent #12 will continue to
and psychosocial well-being as required under n orf'natlon(,j_ etsiznrz.nfrom t;:'e nurse on the
§483.25; and any services that would otherwise Irg?:ewe: me |cda d by the phvsician '
be required under §483.25 but are not provided unit &5 or oroc by the PIYSICaN e
due to the resident's exercise of rights under A me,d“?at'f"“ trial Is n% oqgerhapptrfp a :
§483.10, including the right to refuse treatment for this resident. Residents who choose to

self administer their medications will be
evaluated by the IDT. Ifthe IDT
determines the resident is competent, the

This Requirement is not met as evidenced by: facility policy entitled, Medication, Self-

. . . - Administration Trial will be implemented.
} Based on observation, staff interview and record This policy includes updating the resident's!
review, the facility failed to ensure a plan of care - care plan to reflect the resident's seff |
with measurable objectives for 4 of 30 sampled :

; - administration of medication.
rosidents (Residents 12, 19, 15, 9, 14 and 1) The SRNs in ICF will ensure that for any .
and 1 non-sampled resident (Re_s;ldent 31). residents who request to go to a lower

level of care, the resident will have a
medication trial. If the resident faiis the
medication trial and the IDT believes that
the resident has the ability to take his or
her medications correctly with some
training or nicdification of their drug

under §483.10(b)(4):

For Resident 12, there was no plan of care that
addressed self-administration of medications to
meet the resident's desired discharge goal.

For Resident 19, the facility failed to revise a plan
of care that included a recommendation for side

cails _ regimen, an individual training program wil
’ | be developed and care planned to attempt
. o ' i ' wer
For Resident 15, the facility failed to ensure a ,ltgv?e?i?tc;hrz resident tomove toalo
coordinated care plan was developed for a )
patient receiving Hospice care.
For Residents 9, 14, 16, and 31, the facifity failed
to ensure the plan.of care indicated information
| to assure his hydration needs were met.
The facility failures to do so, created the potential
for self administration of medication errors, a
potential for falls, unmet care needs for a
ORM CMS-2567(02-99) Previous Versions Obsolate  omws - © PISD¥1 K continuation sheet 110130
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i . - : Finding 2. The care plan was revised on
:-;rgf;i]c};ast_lem' and fisk for fluid and electrolyte 3/5/09 to include the recommendation that
Resident 18 will have his side rails raised
Findings: when in bed. Staff will be in-serviced on
. Wards § and 6 to ensure the
1. On 3/3/09 at 10:30 a.m., during an interview, recommendation is followed in accardance
Resident 12 stated that she wanted to leave the | with professional standards. Teaching will
skilled nursing unit and return to independent be provided to Resident 19 about the need
living. The resident stated that she had been told for side rails when he is in bed to prevent
she could not five independently because of her falls. These side rails will only be the ones
inability to take her medications. According to ' at the top of the bed so that the resident
licensed Staff H, the resident is independent in can freely get in and out of bed.
all activities of daily living. The record indicated Finding 3. Resident 15's care plans were
the resident had some short term memory deficit, reviewed and updated to include a
The most recent Minimum Data Set assessment problern pertaining o hospice needs e.g.
tool, dated 12/21/08 indicated no short term “Hopelessness® related to terminal illness
memory deficit. related to right iung mass. The care plan O
coordinates the Hospices’ care plan with .
During an interview on 3/4/09 at 4:00 p.m., Resident 15's care plan and includes the
{ licensed Staff F stated that there should be a self services Hospice provides on what days
administration of medication assessment, and by whom. -
however, none was located in the record. The Finding 4. Resident 9's urinary output has
social worker stated that she was not aware that | been adequate over a several months
Resident 12 wanted to move to the residential period. His goal for his urine output has
section. The social worker referred to the last been discontinued. He now has a goal that
annual meeting dated 7/30/08, during which the his catheter will remain patent without
resident stated that she was aware of the complications.
medication criterion in the residential section and Finding 5. The care plans have been
assumed that she was "stuck here" because she updated to include estimated fluid needs
had a hard time remembering the specific names and estimated urinary output for Residents
or recognizing them from a card on a test 14, 16 and 31.
situation. She added that she could color code : _
them on her own to know what to take. The SRN will review the medical records of
' _ alt residents who receive Hospice services
The resident's plan of care indicated a problem and will ensure that the residents care
of short term memory loss, impaired memory, plans reflect coordination of services
" poor safety awareness and poor judgement. The between the unit and Hospice care.
only inferventions listed were supportive.
The record indicated that Resident 12 has 27
medications ordered. There was no evidence in
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the record that an individualized plan had been
developed to incrementally assist Resident 12 to
be able to take her medications independently in
order to meet this criterion for discharge to an
independent residential living unit.

2. On 3/4/09, record review indicated that
Resident 19 had a history of a fall out of bed on
7/10/08. On 7/15/08 the interdisciplinary team
(IDT) recommended, per IDT conference notes,
that the resident's bed side rails be raised while
the resident was’in bed. When interviewéd on
3/4/08 facility staff acknowledged that the
resident's care plan did not reflect the 1DT
recommendation. The resident's care plan was
not revised to reflect this IDT recommendation
urdit 3/5/09. -

3. Observation and interview with Resident 15 on
3/3/09 at 11 a.m., and 3/4/09 at 2 p.m. revealed
he was receiving the Hospice benefit and was
satisfied with the services being provided to him.

Record review on 3/4/09 at 2:30 p.m., revealed
there was no coordinated plan of care between

the facility and Hospice that identified the care

and services each would provide.

Interview with the Hospice nurse on 3/4/09 at
3:00 p.m., revealed she attends Resident 15's.
IDT meetings and documents her own care
plans, but does not have an integrated plan of
care with the faciiity.

Review of the agreement between the facility and
Hospice service on 3/4/09 at

3:30 p.m. indicated that " the contractor shall
coordinate with the (facility)to deveiop a plan of
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Fzro Continued from page 12:

The SRNs will review ali resident’s who
have Foley catheters. For any of these
residents who reguired intake and output
monitoring, their care plans will be
reviewed fo ensure that they include
specific fluid requirements in their care
plan. The SRNs will complete random
chart checks and also at the time of the
resident’s IDT to ensure that their care-
plans are being followed and are complete.

The policy/procedure "intake/Output/Fluid
Balance" will be revised to include that
care plans for residents on intake/output,
must specify what the fluid requirements
are for each resident. '
Facility-wide in-service education for.
nurses will be provided by Nursing
Education regarding, residents requesting
a lower level of care, ensuring that
recommendations made by the IDT are
followed-up on such as side rails, the
coordination of hospice care service in
skilled units, specific fluid requirements for
resident on intakefoutput and the revisions
to the I1&0 policy. Components of a good
care plan will be discussed.

Responsible: Supervising Registered
Nurse

Maonitor: A monitoring tool for all residents
on | & Cs will be developed through the
QA process. SRNs will complete the tool
monthly and report the results through the
Long Term Care Quality Improvement
Committee when it meets monthly. Any
pattern of negative findings related to care
planning will be reported through our Long
Term Care Quaiity Improvement

1 care ... a Plan of care shall include all orders, Committee for corrective action. 04/23/09
f treatments and services to be provided to the
| patient and family by the contractor.” This was
R ‘I_A-,-— R T ——— e e e e e — e T T L=y T T e e T e T [ ——
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not reflected in the plans of care reviewad.

4. On 3/4/09 at 10 a.m., Resident 9 was
observed with an indwelling urinary catheter in
place. Record review on 3/4/09 indicated the
resident had a history of acute renal failure,
pressure sores, congestive heart failure and
chronic obstructive pulmonary disease. The
resident's medications included a diuretic {Lasix).
Resident 9's care plan, problem number 4,
included a goal of "adequate (urinary) output.”
The care plan contained no measurable
objective or other information describing what
constituted adequate urinary output. The
resident's record review revealed that urinary
output was not being recorded for Resident 9.
During interview on 3/4/09 at 10:30 a.m.,
licensed Staff G stated that Resident 8 was
aware, and could report to staff when his output
was not adequate.

5. Observations starting on 3/2/09 revealed
Residents 14, 16 and 31 had indwelling urinary
catheters. In each residents room was an Intake
and Qufput {1 & O )collection sheet. Record
reviews starting on 3/3/09 revealed the care
plans contained no measurable objective or
other information describing what constituted
adequate urinary output for each individual
resident. ' :

Review of the facility policies for "Urinary
Catheter," "Intake /Qutput/Fluid Balance " and
"Hydration" discuss monitoring | & O,and
providing sufficient fluid intake , but fail to instruct
staff to review the specific fluid requirements and
include it on the care plans.

Interview with Staff D on 3/3/09 at 3 p.m.
revealed the facility had addressed a concern
with | & O through their own quality assurance

ORiVI CMS-Z56?:(-E):27-99ﬁ"reVIi_:_)_u.s— \A/ersionsral;;ol_eté
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F 27| Continued From Page 14 F 279 Continued from page 14:
program and was working on a revision of
current practices.
F 281 483.20(Kk)(3)(i) COMPREHENSIVE CARE Fag1 | F 281 Plan of Correction: The facility wil
ss=p| PLANS . ensure policies and procedures and
: physician's orders are implemented.
The services provided or arranged by the facility e .
must meet professional standards of quality. Finding 1. The nurse who was observed
: on the Medication Pass on 1C received in-
service on the facility’s policy/procedure
This Requirement is not met as evidenced by: “Medication Administration Standards” and
Based on observations, record review, staff TMhedlcation gc;rglrgféreah?fn;l;lge;é '
interview, and document review, the facility failed q&e wt/as n v etie T
to ensure policies and procedures and resident.
physician's orders were implemented to prevent . . .
possible complications ahd to ensure maximal igr Rgsntdetm 3% his I\dﬁedlcatlop sd and
¢ efficacy of medication management for 1 ml_nlsi ri |ond I}ecor \:\;asl few?ebl ar; .
non-sampled resident (Resident 32). The facility now Incildes ta'y_mon'w?”t”.g °I,_ I'OO
also failed to follow a physician’s order and _;:;rer?sutre prior 1o giving Metoprolo
implement their policy and procedure fora anrate.
resid i i i 4). .
ssident with a dressing change (Resident 14) The physician re-evaluated the resident’s
Findings: medication and decreased the dosage of
' 7 _ Omeprazole and Prochlorperazine from
1. On 3/3/09 at 9:17 a.m., the medication nurse twice a day to once a day, a half hour
was observed administering oral medications to before dinner.
Resident 32. The medication nurse gave the . )
resident one tablet of Metoprolol Tartrate 25mg, Staff on the unit was counseled regarding
a blood pressure medication. the proper procedgre_whe_n residents
Review of the physician's medication recap refuse to have their vital signs taken.
report for Resident 32 revealed an order for
Metoprolol Tartrate 25 mg tab to be given at 9:00
a.m. and 6:00 p.m. and to hold the medication if
the resident 's weekly systolic blood pressure
was less than 100.
During an interview with the medication nurse on
03/03/09 at 11:45 a.m., the medication nurse
confirmed she-did not specifically know what the
resident's weekly systolic blood pressure reading
was prior to administering the Metoprolol Tartrate
ORM CMS-2567(02-99) Previous Versions Obsolete  oans P1SD11  Wcontinvation sheet 150130
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Continued From Page 15

25 mg tablet, however she stated she assumed
that if it was less than 100 it would not have been
given previously to her administration. Review of
the resident's weekly blood pressure record
revealed the last recorded biood pressure fo be
102/60 on 2/11/09 and that the resident had
refused fo have his biood pressure taken on
2/18/09 and 2/25/09. The medication nurse
confirmed that she was not aware that he did not
have a current weekly blood pressure reading.

2. On 3/3/09 at 9:17 a.m., the medication nurse
was observed admlnlster_rng oral medications to
Resident 32. The medication nurse gave a
20mg capstle of Omeprazole (Omeprazole is in
a class of drugs called proton pump inhibitors
(PPI) that block the production of acid by the
stomach) and two 5mg tablets of
Prochlorperazine (Prochlorperazine is used to
treat psychotic disorders such as schizophrenia;
it is also used to treat anxiety, and to control
severe nausea and vomiting:)

Review of the physician's medication recap
report for Resident 32 revealed Omeprazole
20mg was ordered to be given twice a day before
meals (before breakfast and dinner), and
prochlorperazine maleate two 5 mg tablets were
ordered to be given each morning 45 minutes
prior to breakfast. _

During an interview with the médication nurse on
03/03/09 at 11:45 a.m., the medication nurse
confirmed that she did not know if the resident
had eaten breakfast or when he was going to
next eat a meal explaining that he gets up late
and .eats according to his particular desires.
Review of the medication administration record
documents that these medications ordered in
relation to meals are given at standardized times.
Review of the Policy titled " Medication
Administration, Times" states that "before
meals" medication administration times are not
standardized and that administration should be

F 281

Continued from page 15:

Finding 2. The nurse who changed the
dressing during the observation by the
surveyor received counseling and will
receive remedial training in the area of
wound care, measurement, and
documentation on 3/25/02. She will not
provide care until her skills meets the
facility's policy gmdelmes

After the nurse receives training in wound

care, the SRN on Unit 2E will observe 3

dressing changes provided by this nurse fo
ensure she follows the required

| techniques. ‘Nurses will be periodically

monitored during medication passes by the

SRNs,

The SRN will send an email to all nurses
reminding them to review the old
Medication Administration Record (MAR)
against the new MAR to include all items
that pertain to specific medications which
includes bringing forward that last weekly
blood pressure used to monitor 2 B/P
medication. The email will include whatto
do if a resident refuses vital signs and that
if a resident is non-compliant in following
the right time to take medications, provide
patient teaching, notify the physician and
document.

ORM CMS-2567(O2-99) Prewous Vers;ons Ob;..solété

021399

P18D11

If ccntmuahon sheet 16 of an

|

B



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 04/28/2009

FORM APPROVED
- _CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; COMPLETED
A. BUILDING
Y 555095 . WING 03/05/2009
NAMFE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
N M HOLDERMAN MEMORIAL HOSPITAL D/P SNF| 100 CALIFORNIA DRIVE
YOUNTVILLE, CA 94588
{(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION, (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
_ DEFICIENCY)
F 281| Continued From Page 16 F 281 Continued from page 16:
The SRNs will make observations on '
as close to the actual event as is feasible unless nurses providing wound care on their units
a specific time is ordered by the physician. | to ensure that wound care is provided as
: ' ordered. Nurses will be in-serviced through
nursing education on the faclility policy
2. On 3/2/09, observation of licensed Staff B, “Wound Treatment’ to ensure that after
during a dressing change for Resident 14, cleaning a wound with sterile water of
revealed the physician's order was not followed. saline solution as ordered, the wound B
Review of the physician's order dated 2/20/08, surface is to be left moist, and the nurse is
indicated to "start treatment order to to dry only the areas around thg wound.
sacral/coccyx area as follows: Cleanse entire Responsible: Supervising Registered
area with sterile Normal Saline" Nurse T
‘Prior to the dressing change, Staff B poured Monitor: Any pattern of negative findings
normal safine onto a 4 X 4 gauze pad in a souffle will be reported through our Long Term
cup. In the residents bathroom, Staff Brantap | Care Quality Improvement Committee for .
water into the souffle cup. Staff B picked up the corrective action. | 04/23/09
gauze and patted the wound three times. Staff B ‘
‘) did not cleanse the entire area by rinsing away
. debris or cleaning products left from the bedbath
with sterile normal saline.
During an interview immediately following the
dressing change, Staff B stated she was unsure
how to implement the physician's instructions to
Cleanse the entire area with sterile normal saline.
Staff B stated during the dressing change that
the CNA had just completed perifincontinent
care, but did not know what products had been
used on the affected area (the dressing was
gone during the observation).
On 3/3/08, review of the facility poiicy titled
"Wound Treatment" instructed staff "to clean the
wound and entire area with sterile water or saline
solution as ordered. Leave the wound surface
moist. Dry only the area around the wound."
F 323| 483.25(h) ACCIDENTS AND SUPERVISION F 323 F 323 Plan of Correction: The facility wil
S5=D . ensure ressd_ent enwropments remain as
The facility must ensure that the resident free as possible of accident hazards and
environment remains as free of accident hazards residents receive adequate supervision
as is possible; and each resident receives and assistive devices to prevent accidents.
adequate supervision and assistance devices io
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prevent accidents,
This Requirement is not met as evidenced by: Finding 1: A Track-it Wor_k Order was
Based on observation,staff interview and submitted to Elant Operations on 3/23/09.
document review, the facility failed to ensure the (Plant Operations was contacted by
resident dining room on 2E was free of accident . telephone the day of survey). A new ice
hazards due o a leaking ice machine. The machine has been on order since 8/28/08.
facility also failed to ensure 1 of 30 sampled Plant Operations recently worked on the
residents (Resident 22), received adequate machine a'nd itis not c‘ur.rently Igakmg
assistance during a transfer and assistance i Responsible: Supervising Registered
devices to decrease his potential for falls. Nurse : . ) A
Findings: o Monitor: The SRN will menitor the ice
1. On 3/2/08 at 12:30 p.m., in the residenis' machine on a weekly bas'ls and report any ,{«
dining room on 2E, a plastic round tub with problems to Plant Operations. 04!2315,

approximately 2 inches of water was observed

1 on the floor slightly under the corner of the

dripping ice machine.

The residents' dining table was situated
approximately two feet from the tub of water.
In a random interview at 1:05 p.m. , a CNA
stated the ice machine was leaking for some
time and occasionally a resident would walk or
wheel info the water tub,

" | Arequest for the facility work order revealed a

work request dated 9/28/2007. Staff D stated in
an interview on 3/4/09 at 4 p.m. that the ice
machine needed to be replaced and was on back
order. )

2. On 3/2/09 at 3:30 a.m., Resident 22 was
requesting assistance to get out of bed. Staff C
was observed assisting his transfer from the bed
to the wheelchair, without loweririg the bed
completely. Staff C was assisting the transfer by
herself, - '

On 3/3/08 at 3:00 p.m., Resident 22 was
observed in his bed with a disconnected string
alarm on his bed. The string goes from the foot
of the bed to the side rail and is attached to a

Finding 2. The string alarm for Resident
22 was discontinued as it was no longer
effective: The care plan was revised to
reflect this change. The resident's need for
a two-person assist will be added to the
CNA's Information Sheet, so that anyone
working with Resident 22 is aware of this
neéd. Physical Therapy will be requested
to review Resident 22's transfers fo
determine if a 2-person assist is required.

Ward 2D nursing staff will receive an in-
service on Resident 22 fo ensure they are
aware of his need for a two—person assist
and to remind them to make sure these
special needs of Resident 22 are added o
the CNA's Information Sheet so that all
staff who care for the resident are aware.
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Continued From PageA18

small box that alarms when the resident attempts

| to slide out of bed below the side rail and pulls

the string from the box.
During interview at 3:05 p.m. the licensed nurse
stated that the resident takes off the string alarm

and they keep taping it back on. The resident
hodded in agreement.

Review of the plan of care on 3/4/09 at 3:30 p.m. |

indicated that on 9/12/08 the interdisciplinary
team agreed to add the string alarm, "Add string
self-releasing alarm when resident attempts to
get up at bedside.” Additionally there was no
physician's order for the string alarm.

The plan of care also instructed that the resident
requires a two person transfer.

483.25(m)(1) MEDICATION ERRORS

The facility must ensure that it is free of
medication error rates of five percent or greater.

 This Requirement is not met as evidenced by:

Based on two medication pass observations,
record review, and staff interview, the facility
failed to ensure that it was free of a medication
error rate of five percent or greater. The facility
failed to administer three medications without
error for one non-sampled resident (Resident
32). Two different medication passes with two
different nurses were observed and there were a
total of 46 opportunities for error. The facility's
medication error rate was 6.5 percent.

Findings:
On 3/3/09 at 9:17 a.m., one medication nurse

was observed administering oral medications to
an non-sampled resident (Resident 32). The

F 323

F 33z

Continued from page 18:

Nursing staff will receive house-wide in-
services about what to do when an
intervention such as a string alarm is
ineffective and how to ensure that
interventions in care plans are followed.
Responsible: Supervising Registered
Nurse o

Monitor: Any pattern of negative findings
will be reported through our Lang Term
Care Quality Improvement Committee for
corrective action.

F 332 Plan of Correction: The facility will
ensure that medications are administered
in accordance with physician orders.

The nurse who was observed on the
Medication Pass on 1C received in-service
on the facility’s policy/procedures
“Medication Administration Standards” and
“Medication Administration Times."
There was no adverse effect to the
resident.

For Resident 32, his Medication
Administration Record was revised and
now includes daily maonitoring of B/P prior
to giving Metoprolol Tartrate.

The physician re-evaluated the resident's
medication and decreased the dosage of
Omeprazole and Prochiorperazine from .
twice a day to once a day, a half hour
befare dinner.

04/23/09
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medication nurse gave the resident one tablet of Staff on the unit nzas CO;mSEIEd.Jegfrdmg
Metoprolol Tartrate 25mg (a blood pressure the proper procedure when residents
icati fuse to have their vital signs taken,
medication), and a 20mg capsule of Omeprazole re
{Omeprazole is in a class of drugs called proton . o o
pump inhibitors (PPI that block the production of Nurses will be periodically Sl
acid by the stomach), and two 5mg tablets of - during medication passes by the SRNs.
-Prochlorperazine (Prochiorperazine is used to , .
treat psy}cj:hoﬁc dis(orders supch as schizophrenia; The_SF\_'N will send an_emall tc;walljnurts.es
itis also used to treat anxiety, and to cantrol reminding them fo review oid Medica '0';1
severe nausea and vomiting.) Adm;mstratlop Recordsl(MAR) agaznst? e
new MAR to include all items that pertain
Review of the physician's medication recap . fo specific medications which includes
report for Resident 32 revealed an order for bringing forward that last weekly blood
Metoprolol Tartrate 25 mg tab to be given at 9:00 pressure used fo monitor a B/P
a.m. and 6:00 p.m. and to hold the. medication if medication. The email will inciude what to
the resident's weekly systolic blood pressure was do if a resident refuses vital signs and that
less than 100. Omeprazole 20mg was ordered if a resident is non-compliant in following (
to be given twice a day before meals (before the_rlght tlm'e_ to take‘ medlcatlon_s,_ provide .
breakfast and dinner) and Prochlorperazine ‘patient teaching, notify the physician and
Maleate two 5 mg tablets were ordered to be document. L
given each morning 45 minutés prior to Responsible: Supervising Registered
breakfast, Nurse D
Monitor: Any pattern of negative findings

During an interview with the medication nurse on will be reported through our Long Term
03/03/09 at 11:45 a.m,, the medication nurse Care Quality Improvement Committee for
confirmed she did not specifically know what the corrective action. 04/23/08
resident’s weekly systolic blood pressure reading
was prior to administering the blood pressure
medication, Metoprolol Tarirate 25 mg, however
she stated that she assumed that if it was less
than 100 it would not have been given previous
to her administration. Review of the resident's
weekly blood pressure record revealed the last
recorded blood pressure to be 102/60 on 2/11/09
and that the resident had refused to have his
blood pressure taken on 2/18/09 and 2/25/09.
The medication nurse confirmed that she was
not aware that he did not have a current blood
pressure reading. When interviewed regarding
the timing of the medications to be given before
breakfast, the medication nurse confirmed that
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she did not know if the resident had eaten
breakfast of when he was going to next eat a
meal. The nurse explained that the resident gets
up late and eats according to his particular
desires. Review of the medication administration
record documents that these medications
ordered in refation to meals are given at
standardized times.

Review of the Policy titled "Medication
Administration, Times" states that "before

| meals" medication administration times are not

standardized arid that administration should be
as close to the actual event as is feasible unless

a specific time is ordered by the physician.

483.30(e) NURSE STAFFING

The facility must post the following information
on a daily basis:
o Facility name.
o The current date.
o The total number and the actual hours worked
by the following categories of licensed and
unlicensed nursing staff directly responsible for
resident care per shift;
- Registered nurses.
- Licensed practical nurses or licensed
vocational nurses {(as defined under State law).
- Certified nurse aides.
o Resident census.

The facility must post the nurse staffing data
specified above on a daily basis at the beginning
of each shift. Data must be posted as foliows:

o Clear and readable format,

o In a prominent place readily accessible to
residents and visitors.

The facility must, upon oral or written request,

F 332

F 356

Continued from page 20:

F 356 Plan of Correction: The facility will
ensure nurse staffing data is posted on
occupied units in a prominent place readily
accessible to residents and visitors.

Findings 1- 4. The required information fof
staffing data will be posted in the lobby of
the Holderman Building, Annex 1, 2 and 3
(1D is now closed). An office staff member
will collect the information and give the
report to the SRNs in the morning for the
Annexes and they will post the information
in a prominent place that is readily
accessible to residents and visitors.

All SRNs will be instructed aboutthe need
to post the information on Annex 1, 2 and
3 by the supervising SNIl by April 8, 2000.

The SRNs who either supervise the
annexes of cover for the SRNs whan they
are on vacation will monitor that the
staffing data is posted as required.
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F 356 Continued From Page 21 E 356 Continue_d from page _21: .
Responsible: Supervising Registered
make nurse staffing data available {o the public Nursga f tve findings
for review at a cost not fo exceed the community Monitor: Any pattern of negatl g
standard. will be reported through our Long Term
Care Quality Improvement Committee for | .
corrective action. 04/23/09 |

The facility must maintain the posted daily nurse
staffing data for a minimum of 18 months, or as
required by State law, whichever is greater,

This Requirement is not met as evidenced by:

Based on observation, staff interview and
document review, the facility failed to post
required nurse staffing data on all units. The
facility failure to do so created the potential for
inabllity of the residents and the public to view
the actual hours worked by nursing staff directly
responsible for resident care per shift.

Findings:

1. On 3/3/09 at 10 a.m., observation of the
required posted nurse staffing indicated the
levels and numbers of staff that were scheduled
for 24 hours. During concurrent interview,
licensed Staff K stated that the posting included
alt of the staff scheduled for the skilled nursing
units.

2. On 3/3/089 at 10 a.m. and 10:30 a.m., required
nursing staff was not posted for resident and
public view on the Eisenhower and Roosevelt
facilities.

3. On 3/4/09 at 10 a.m. during the tour on
Wards 7, 8, and 9, there was no daily nurse
staffing data posted. During an interview on
3/4/09 at 10 a.m., licensed Staff H stated that
staffing has never been posted publicly.

4. On 3/4/09 at 3:00 p.m. during a tour of
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residences 1B, 1C and 1D, there was no nurse
staffing data posted. During a concurrent
interview with licensed Staff J, it was confirmed
that staffing data is not publicly posted and that
Tesident and visitors must request this
information from the nursing station.
F 3711 483.35(i) SANITARY CONDITIONS F 371 F 371 Plan of Correction: The facility will
55=D

The facility must -

{1} Procure food fron sources approved or _
considered satisfactory by Federal, State or local
authorities; and

(2) Store, prepare, distribute and serve food
under sanitary conditions

This Requirement is not met as evidenced by: -

Based on observation, staff interview and review
of the facility policy the facility failed to ensure
sanitary conditions in the Holderman Building
kitchen when cleaning items were in proximity to
uncovered food. The facility failure to do s0
created the potential for the outbreak of
foodborne ilness.

Findings:

On 3/2/09 at 11:30 a.m., during a tour of the
facility kitchen, in the walk in refrigerator there
was a mop in a liquid filled bucket and brooms
next to a wall. Within 3 feet were food carts with
container trays of food about to be served. The
doors of these carts were open. Hot foods were
covered and cold foods, such as fruit and
cottage cheese were uncovered.

store, prepare, distribute and serve food
under sanitary conditions.

The Food Service Technicians and Stock
Clerks will ensure sanitary conditions are
foliowed according to department pollcy
and procedures.

Uncovered food items will not be stored in
close proximity to chemicals when
cleaning the Central Retherm walk-in
refrigerator.

Floors in the re-therm refrigerator area will
be cleaned when carts are not in the meal
re-thermalization cycle.

The policy/procedure for *Cleaning
Hospital Kitchen Central Re-therm
Refrigerator Floor” revised March 2009,
will be reviewed with staff at an m-serwce
and training documented.

All Stock Clerks and. Holderman Hospital
Kitchen Food Service Technicians 1/ will
be trained by April 4, and on an as needea
basis (new employees).
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During an interview the Food Service Supervisor
stated that the doors to the carts were open
because of the need for air circulation during the
re-thermalization cycle. The supervisor added
that this was the only time staff were able to
clean the area. During an interview 3/3/09 at
12:15 p.m. the supervisor stated that the
assigned person who does the cleaning is only
here during this time. '

On 3/4/08 review of the facility policy regarding
cleaning in the kitchen, revised March 2008,
indicated that floors in this area are to be
cleaned when carts are not in the meal
re-thermalization cycle.

483.60(b), (d), (¢) PHARMACY SERVICES

The facility must employ or obtain the services of
a licensed pharmacist who establishes a system
of records of receipt and disposition of all
controlied drugs in sufficient detail to enable an
accurate reconciliation: and determines that drug
records are in order and that an account of all
controlled drugs is maintained and periodically
reconciled.

Drugs and biologicals used in the facility must be
labeled in accordance with currently accepted
professional principles, and include the
appropiiate accessory and cautionary
instructions, and the expiration date when
applicable.

In accordance with State and Federal laws, the
facility must store all drugs and biologicals in
locked compartments under proper temperature
controls, and permit only authorized personnel to
have access to the keys.

F 371

F 431

Continued from page 23:

Any staff not properly following cleaning
procedures will be counseled and will be
reflective on individual performance
records.

Responsible: Food Service Supervisor [/
Moenitor: The Food Service Supervisor il
will monitor staff's weekly cleaning
procedures of the walk-in refrigerator floor
at scheduled times when carts are not in
the re-therm cycle and proper protocol
followed. Any staff not properly following
cleaning procedures will be counseled and
will be reflective on individual performance
records.

F 431 Plan of Correction: The facility will
ensure drugs will not be kept in stock after
their expiration date.

Finding 1. All expired medications were
discarded at the time of the survey on
1Narth. A thorough inspection of the
medication room has been completed.
The expiration dates were checked on all
stack medications to ensure they had not
expired.

Finding 2. All expired medication was
discarded at time of survey on 2E. The
medication room was thoroughly
inspected.

Stock medications in all medication rooms
throughout the facility wili be inspected to
ensure medications have not expired.

04/04/09| -

03/05/2008 ( R

/
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F 431} CGontinued From Page 24 F 431 Continued from page 24:

The facility must provide separately locked,
permanently affixed compartiments for storage of
controlled drugs listed in Schedule 1l of the
Comprehensive Drug Abuse Prevention and
Control Act of 1876 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose
can be readily detected.

This Requirement is not met as evidenced by:

Based on observation, the facility faited to ensure
that drugs shall not be kept in stock after the
expiration date.

Findings:

1. During the 1 North medication storage
inspection on 3/2/09, the following medication
was found to be expired:

a. One 30 ml. botile of Clotrimazole 1% topical
solution, expired 12/08.

b. Afso noted in the medication storage room
were the following expired supplies:

Six Parapacks (for stool testing), expired
1/09. B .

One bottle of lodoform packing gauze, 1inch,
expired 2/08.

2. Observation of the 2E medication storage
room on 3/3/09 at 9:30 a.m., revealed an open
Multi Dose Vial of Lidocaine HCL without a label
indicating "date opened/discard after."

During interview at 9:35 a.m., a licensed nurse

Pharmacy and Nursing Services (on NOC
shift) will conduct monthly inspections to
identify expired medications.

The SRNs will communicate with-the NOC
shift nurse to ensure that the medication
rooms are inspected monthly for expired
medications.

Responsible: Supervising Registered
Nurses

WMonitor: Any pattern of negative findings
will be reported through our Long Term
Care Quality Improvement Committee for
corrective action, . 04/23/09
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F 431 | Continued From Page 25 F 431 .Continued from page 25:
stated the Multi Dose Vial should have been
dated when opened and stored no maore than 30
days. :
Review of the 'faciiity policy "Labeling and -
Storage of Drugs” on 3/4/09 at 3:30 p.m.,
indicated that licensed staff are instructed to
place a label on the vial and document the date
of initial entry. The policy further indicated the
vial expires 30 days after first use, or earlier if
manufacturer indicates.
F 441| 483.65(a) INFECTION CONTROL F 441 F 441 Plan of Correction: The facility will
55=D ensure that the Infaction Control Program

The facility must establish and maintain an
infection control program designed to provide a
safe, sanitary, and comfortable environment and
to prevent the development and transmission of
disease and infection. The facility must establish
an infection control program under which it
investigates, controls, and prevents infections in
the facility; decides what procedures, such as
isolation should be applied to an individual
resident; and maintains a record of incidents and
corrective actions related to infections.

This Requirement is not met as evidenced by:

Based on observation,staff interview, and
document review, the facility failed to implement
their Infection Control guidelines by assuring
one certified nursing aide (CNA) kept her nails
short.

Findings:
During the initial tour on 3/2/09 at 9:00 a.m.,

observation revealed Staff C had extremely long
fingernails.

is implemented to provide a safe, sanitary,
and comfortable environment to prevent
the development and transmission of
disease and infection.

The SRN had a discussion with the
employee regarding nall {ength and
cleanliness 3/3/08.

The Infection Control policy that addresses
this issue was shared with the employee.

" The unit SRN and Infection Control SRN

evaluated the employee’s nails to make
sure they were clean and did not break the
gloves. Employee will shorten nails by
3/30. The SRN will monitor.

The Infection Control SRN will include nail
monitoring as part of her observational
rounds in the patient care areas.
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F 441] Continued From Page 26 F 441 Continued from page 26:
' Nursing staff will be in-serviced on the
Review of the facility document titled “Infection issue of nall length as part of the Infection
‘Control Guideline 2.6 - Hand Hygiene" revised Contro| policy by Nursing Education.
3/15/05, indicated staff are to keep their nails Responsible: Supervising Registered
short and clean. Nurse _
Monitor: Any pattern of negative findings
During interview on 3/3/09 at 9 a.m., Staff K will be reported through our Long Term
acknowledged that the policy indicated staff are Care Quality Improvement Committee for
to keep their nails short, corrective action. 04/23/09
F 456 ‘483.70(0)(2) SPAGE AND EQUIPMENT E 456 F 4?0 |_3ian of Corfectlon: The facility will
‘ “maintain all essential mechanical,
The facifity must maintain alt essential electrical, and patient care equipment in
mechanical, electrical, and patient care safe operating condition. .
equlpmenF in safe operafing condiion. Plant Operaticns was notified of the .
. broken fan in Eisenhower, Annex Il, Ward |
)| This Requirement is not met as evidenced by: 5on 3/2/09. The electric exhaustfan |
Based on observation and staff interview, the $I'?:2It:t$alil: ;23 “:ér;%ct’g gl;‘ltl':.e‘electnc
facility failed to maintain all essential electrical replaced by Plant O eratioanglgrg;dmom was
equipment in safe operating condition. operationaylfon Marcﬁ_ 5
Findings: On 4/1/02 the"SRN notified nursing staff on
' , Ward 5 that they are to report any
On 3/2/09, at 10:45 a.m., during tour of Ward 5, malfunctioning equipment to the SRN so
Eisenhower Annex, the room where electric chair that she can send a Track-lt form to Plant
and scooter batteries are charged was observed. Operations to have the equipment
An electric exhaust fan was mounted in the repaired. .
window. A sign posted near the fan instructed to The SRN will monitor all rooms used by
keep the fan on at all times. Subseguent residents through the Environmental
investigation, including interview with facility Rounds on a monthly basis to ensure that
Plant Operations staff revealed that the fan was all equipment is functioning properly.
inoperable. Responsible: Supervising Registered
NursefPlant Operations _
Monitor: Any pattern of negative findings
F 514} 483.75(1)(1) CLINICAL RECORDS F514  |will be reported through our Long Term
SS5=D Care Quality Improvement Committee for

The facility must maintain clinical records on
each resident in accordance with accepted

corrective action. In addition, Plant
Operations staff will check the room

professional standards and practices thgt are beriodically when working in the area. 04/09/09
complete; accurately documented; readily
accessible; and systematically organized.
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F 514 Continued From Page 27 F 514 Continued from page 27:
F 514 Plan of Correction: The facility wil
The clinical record must contain sufficient ensure that clinical records are maintained
information to identify the resident; a record,of in accordance with accepted professional
the resident's assessments; the plan of care and standards and practices.
services provided; the results of any o - .
preadmission screening conducted by the State, Finding 1. Inconsistent documentation on
and progress notes. : the Intake and Output (1&0) has been
identified as a concern and interventions
: have been discussed between the SRNs,
This Requirement is not met as evidenced by: SNiis _and the Dilrzg)tor D'!fl !;ursmg. by
Based on record review and staff interview, the Al residents on 1&Os will be assessed by
facility failed to ensure that clinical records on the unit SRNs tOSBtermc'i“ti if t?;é;eqUIre '
each resident be maintained in accordance with I&O§ and-if thF-jY 0 netla elrd S e
accepted professional standards and practices monitored, their care P?n needs to In
that are complete and accurately documented for fiuid intake requirements.
3 of 30 sampled resi ‘ . _ .
110) sampled residents (Resndgnts 6,19, and Changes will be made regarding the i&0
. policy and nurses will be in-serviced to i
For Resident 6, the fiuid balance records were these changes through nursing education.
not consistently documented |, calculated and for ) ) . -od on the
verified, which created the potential for fluid and Nursing staff will be in-serviced on
electrolyte imbalance. : requirement to complete these fqrms and
the requirement that the NOGC sh1ft nurse
For Resident 19, the Fall Risk Assessment tool review this form nightly to ensure it is
was not accurately assessed. complete. If it is not, the NOC nurse will
: document on the Charting Omission Form
The facility failed to timely document a transfer and give that to the unit's SRN and a copy
and reason for a transfer for Resident 11. to the SNl for follow-ulp: _
: Responsible: Supervising Registered
Findings: Nurse )
. Monitor: A monitoring tool for all residents
1. Resident 6 has a percutaneous endoscopic on IBEO$ will be developed thrpugh the .
gastrostomy (PEG) tube in place and currently Nursing QA process. The unit SRNs will
receives Jevity 1.5, 1 can bolus, after the dinner- complete the tool monthly and report the
meal. ‘ results through the Long Term Care
Quality Improvement Committee when it
A dietary evaluation , dated 2/05/09, indicated meets monthly. o .
the reason for the assessment was for weight Any pattern of negative findings wifl be
ioss and to followup on po (oral ) intake. Notes reported through our Long T}arm Care
indicate that Resident 6 had experienced a 5% Quality Improvement Committee for - ]
significant weight loss within this last month. corrective action. 04/23/0
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F 514 | Continued From Page 28 F514 | Continued from page 28:
_ Finding 2. The two nurses on Ward 5 that
Goals include: No further weight loss < 139# with failed to complete the Morse Fali Score
gradual weight gain in conjunction with diuretic correctly will receive written instruction by
treatment and no signs and symptoms of the SRN or SNIi of the expectation of filling
dehydration. out the Morse Fall Score correctly.
Review of the fluid balance records indicate that The SRN for Ward 5 will check the current
24 hour totals were not consistently documented Morse Fall Scores in the medical record on
and there was no documentation related to her unit to ensure they are completed
enteral feeding intakes on 2/23/09, 2/24/08, correctly. Nursing staff will receive an in-
2125108, 2/27/09, and 2/28/09. : service on the correct way to fill out the
Morse Fall Score form by Nursing
Education.
The SRNs will monitor the Morse Falls
Scores to ensure they are correctly filled
- out. If any discrepancies are found they
) 2. Record review on 3/4/09 at 2 p.m. indicated will provide written instruction to the nurse
that Resident 19 had a history of falls about the error that-was made on the form.
documented on 7/10/08 and 2/20/09. The Morse Responsible: Supervising Registered
Fall Scale form (an assessment tool) initiated Nurse
4/23//08, indicated liem number 1 titled "History Monitor: Any pattern of negative findings
of Falling." The dates that fall information was will be reported through our Long Term
recorded for Resident 19 were 4!23/08, 8/20/08, Cére Quahty Improvement Committee for
12/3/08 and 2/20/09. There were no falls listed corrective action. 04/23/09

under any of these dates as indicated by
recorded scores of zero. Facility staff stated that
Resident 19's fall on 7/10/08 should have been
noted under the 8/20/08 date and the 2/20/09 fall
should have been noted under the 2/20/09 date.
According to the instructions on the reverse side-
of the Morse Scale form, if the resident had a
fall, then it should have been indicated by a
score of 25 under the appropriate date column
for Item 1. The Morse Fall Scale form indicated
that a total score (for all factors) of 51 and above
would indicate that a resident is at high risk for
falls., Resident 19's recorded total scores
remained below 50 due to the lack of correct
entries under item 1. Resident 19's fall risk
assessment was listed erroneously as "low risk.”

the documentation could not be located.

Finding 3. On 1/23/09 a physician’s order
was written to fransfer Resident#11to a
"SNF bed when available.” This was
followed by an order to "Keep on dementia
unit waiting list.” Based on a late entry
made in the interdisciplinary Progress
Notes on 3/3/08 for 2/19/09, an
Interdisciplinary Team Meeting (IDT) was
held to discuss his level of care; however

'
i
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F 514| Continued From Page 29 F5i4 | Continued from page 23:
On 3/2/09 at 11:45, Interdisciplinary
3. On 3/2/09 during the orientation tour staff Progress Notes state the RN Supervisor
stated that Resident 11 was transferred from 1B on the SNF {2B) was made aware of the
to 2B. On 3/3/09 review of the resident record resident's transfer tothe unit and “DIC
failed to document the transfer, the reason for instructions given to patient- well
the transfer, or preparation of the resident for the understood.” This was followed by an
fransfer. Licensed Staff G on 2B was entry written at 12:00 by Social Services
interviewed conceming the transfer and reviewed that states the resident “is looking forward
the record and was unable to locate | fo having his room on 28." '
documentation that addressed the transfer. An ' :
Interdisciplinary note dated 3/3/09, after the On 3/2/09, at 2:20 p.m., an entry by the,
interview, indicated a "late entry" for 2/19/08 that ficensed nurse on the Interdisciplinary
reflected an IDT was helid for level of care. The Progress Notes states the resident was
note further indicated the resident was admitted to 2B and oriented to the ward
determined to need skilied care and not the and his room. This was followed by a
memory unit. The record did not address any SNF/CF Orientation Checklist signed and
information regarding when the transfer took dated by the resident upon his admission
place and resident orientation to the new unit. to the unit. Since the resident’s admission
to the unit, he has adjusted well. There i
has been no behavior or wandering issues
that would warrant a transfer to a more
secured unit {dementia unit) at this fime.
The SRN wilt ensure that all IDT's will be .
_piaced in the resident's medical record
after the team meets. Nursing Education
will provide an in-service to nursing staff
about the facility's policy/procedure
“Transfer within the Facility” Nsg 20-050.
The SRNSs will ensure that all resident
transfers within the facility are completed
per facility policy/procedure. The SRNs wil
report to their SNils if any resident is
transferred to their unit where the policy
has not been followed.
Responsible: Supervising Registerad
Murse . ,
Monitor: Any pattern of negative findings
will be reported through our Long Term.
Care Quality Improvement Committee for
corrective action. - 04723109
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A 000 Initial Comments ' A 000 Preparation and/or execution of this plan o
correction does not constitute an .
i : ; admission or agreement by the provider to
The: folic_>wmg reflects the ﬂndmgs of the . the truth of the facts alleged or conclusion
California Department of Public Health during the | . sot forth in the statement of deficiencies
annual RECERTIHCAT[QN SURVEY. This pian of correction is prepared and/or
Representing the Department of Public Health: ;}r‘g&gggsbsf al;?&']t_ ;Sngeg:'f':tg' g);;le
- , Section 1250, and Title 42, Code of
Adrian Long HFEN, Ann Fitzgerald HFEN - e \
! ; N Federal Regulations (CFR) 405.1907.
George Ely HFEN, Pauia Reichmuth HFEN, o . .
ernadette Brow . AR
rnace own . for tg@deﬂmencms noted.
The census on eniry fo the facility was 351 ) Initials
residents. o

The survey sample included 30 sampled
] residents and 2 non-sampled residents.

A1017| T22 DIV5 CH3 ART5-72551(b)(5) External AT017

; A 1017 Plan of Correction: The facility
Disaster and Mass Casuaity Program '

disaster preparedness plan will describe
procedures for moving patients from
damaged areas of the facility to
undamaged areas in the eventof a
disaster. -

| (b) The plan shall provide procedures in gvent of
community and widespread disasters. The writien
plan shall include at least the following:

{5} Prompt transfer of casualties when necessary
and after preliminary medical or surgical services
have been rendered, fo the facility most
appropriate for administering definitive care.
Procedures for moving patients from damaged

| areas of the faciiily to undamaged areas.

The VHC-Y Emergency Operations Plan
(Disaster Preparedness Plan) will be
amended to include:

If the discharge or refocation of patients
from damaged areas of the facility to
undamaged areas is necessary, the
Incident Commander or designee will
contact Plant Operations, Transporiation,
to arrange for the use of the multi-
passenger transport vehicles.

The VHC-Y maintains a fieet of 2 patient
transport vehicles, 14 buses and 2
handicapped-equipped vans to transport
patients in addition to standard mobility
devices.

Licensing and Cerification Division /
% Y7 74 .,g ) TITLE (%8) DATE

{ JRATORY DIRECTOR'S OR F’ROVIDERISUPPLIER REPRESENT E'S SIBNATURE L—W g W 24
4 - { Corglfwne Y2

STATE FORM ae9n P15D%1 If continuation sheet 1 of 4

This Statute is not met as evidenced by:
Based on document review and staff interview,
the facility disaster preparedness plan does not
describe procedures for moving patients from
damaged areas of the facllity to undamaged
areas.

Findings:
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PROVIDER'S PLAN OF CORRECTION

Disaster and Mass Casually Program

(b) The pian shall provide procedures in event of

community and widespread disasters. The written

plan shall include at least the following:

(B) Arrangements for provision of transporiation
of patients including emergency housing whers
indicated. Procedures for emergency transfers of

| patients who can be moved to other health

facilities, including arrangements for safe and
efficient transportation and transfer information.

This Statute is not met as evidenced by:
Based on document review and staff inferview,
{he facility disaster response plan does hot
describe the transporiation arrangements for

patients who would be moved to other health care

facilities in the event of a disaster.
Findings:

On 3/4/109 at 10 a.m., the facility Emergency
Operations Plan was reviewed. The plan does
not specify modes of transportation and how '
transportation vehicles will be obtained to
fransport patients to another health care faciiity, if
needed, during a disaster. On 3/5/09 at 11a.m.,
Staff | stated that there are vehicles available and
plans for obtaining them, but acknowledged that
this information is not in the Emergency
Operations Plan.

- multi-passenger transportation will be

A 1018 Plan of Correction: The facility
disaster preparedness plan will describe
fransportation arrangements for patients
who wold need to be moved to other
health care facifities in the event of a
disaster. '

The VHC-Y Emergency Operations Plan
will be amended to include:

The Medical/Technica! Specialist or
designee (as outlined in our initial inciden
Management Team Organizational Chart)
will coordinate transportation of patients tg
other health care faciliies. Requests for

made through Plant Operations,
Transportation, utilizing the VHC-Y fleet o
patient transport vehicles.

The VHC-Y transportation fleet will be
augmented by contacting the Napa Count
Medical/Health Operational Area
Coordinator when necessary to coordinat
with local vendors, Piners Napa
Ambulance Service and Evans Airport
Service.

é’é‘gg& {EACH DEFICIENCY MUST BE PRECEDED BY FLLL pRIEF[)( {EAGH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY)
A1047| Continued From page 1 CA10%7 Continued from page 1: ,
_ Patient loading areas and potential routes
On 3/4/09 at 10 a.m., the facility Emergency of emergency transport are outlined on
Operations Plan was reviewed. The plan does aerial photos of the faciiity.
not describe how patients would be moved, if
necessary, from damaged areas of the facility to Amendments to the VHC-Y Emergency
undamaged areas. During interview on 3/5/09 at Operations Pian will be reviewed through
14a.m., Staff | acknowledged that the plan does the Emergency Preparedness Committee
not contain this required information. and distributed to alt services.
Responsible: Health and Safety Officer 04/23/08
A1018] T22 DIVE CH3 ART5-72551(b)(6) External A1018 .
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© " DEFISIENCY)-
Continued from page 2:
A1019 T22 DIV5 CH3 ART5-72561(p)(7) External a10t9 | AMemorandum of Understanding, Medical

Disaster and Mass Casualty Program Emergency Cooperafive Agreement for

Healthcare Organizations is established
(b) The plan shall provide procedures in event of " between the County of Napa and the
community and widespread disasters. The written VHC-Y to provide coordinated emergency
plan shall include al least the following: medical services in disaster responses.
(7) Procedures for emergency discharge of '
patients who can be discharged without jeopardy Amendments to the VHC-Y Emergency
into the community, including prior arrangements Operations Plan will be reviewed through
for their care, arrangements for safe and efficient the Emergency Preparedness Committee
transportation and at least one follow-up inquiry and distributed to all services.
within 24 hours to ascertain that patients are Responsible: Health and Safety Officer 04/23/09

receiving required care.

This Statute is not met as evidenced by:

Based on document review and staff interview,
the facility disaster preparedness plan did not
describe procedures for the emergency discharge
of patients who can be discharged without
jeopardy into the community.

Findings:

On 3/4/09 at 10 a.m. the faciity Emergency
Operations Planwas reviewed. The plan did not
indicate procedures for the emergency discharge
of patienis who can be discharged without
jeopardy into the community. The pian did not
reflect methods for ideniifying those patients, how
they would be transported, how care would be
provided, and how a follow-up inguiry would be
done within 24 Rours to determine their status.
During interview on 3/5/09 at 11 a.m., Staff |
stated that this requirement was met since they
considered the term *community” to include
setvices and physical structures located on the
grounds of the facility. Staff | acknowledged that
the Emergency Operaiions Plan did not indicate
nrocedures for discharging patients into the
communities located geographically near the

A 1019 Plan of Correction: The facility
disaster preparedness plan will describe
procedires for the emergency discharge g
patients who can be discharged without
jeopardy into the community.

The VHC-Y Emergency Operations Plan
wili be amanded to include:

The Medical Care Branch Director will
collaborate with the Medical/Technical
Specialist or designee to ensure patients
are rapidly assessed and moved to
definitive care locations.

The VHC-Y first priority will be to transfer
or discharge patients into the VHC-Y
Community, as determined by
circumstances, utilizing our fieet of patient
transport vehicles provided through Plant
Operations, Transportation.

The Medica!l Branch Director will
collaborate with the Medical/Technical
Specialist to identify and prioritize those

| patients in need of emergency transfer or
discharge.
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facility.

community hospitals by the

- Medical/Technical Specialist or designee
pursuant to the Memorandum of
Understanding, Medical Emergency
Cooperative Agreement for Healthcare
Organizations between the County of
Napa, VHC-Y and local healthcare
facitities.

Arrangements made with local healthcare

Valiey Medical Center, St. Helena

Hospital, Napa State Hospital, Kaiser
Permanente Medical, and the Community
Health Clinic Ole.

The Medical Care Branch Direcior will

coordinate patient care and disposition of
patients 1o ensure patient transfer tracking
is done,

The Medical Care Branch Director will
coordinate follow-up inquiries within 24
hours to ensure that patients are receiving
required care.

Amendments to the VHC-Y Emergency
Operations Plan will be reviewed through
the Emergency Preparedness Commitiee
and distributed to all services.
Responsible: Health and Safety Officer

Transfers or discharges outside the VHCY
Community will be coordinated with local |-

emergency contacts include: Queen of the

—
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